A rare case is reported of rapidly progressing fatal basal meningitis complicating previously undiagnosed pneumococcal lumbar osteomyelitis.
Case report
A 45-year-old woman was admitted as an emergency following a collapse at home, having been only nonspecifically unwell on the previous day. She had attended her general practitioner for a year with low back pain, and a lumbar spine X-ray 9 months previously had shown degenerative changes of L5.
On arrival in casualty she was barely responsive to painful stimuli, afebrile, with pulse 140/min and blood pressure 2301130 mmHg. There was no neck stiffness but she was peripherally cyanosed. Neurological examination showed papilloedema with flameshaped haemorrhages, a right extensor plantar response and generally increased tone. White cell count was 20x 10 9 /1 with toxic granulation. Blood glucose was 12 mmolll, potassium 2.7 mmolll, pH 7.56. Urea and creatinine were normal. Urine contained traces of protein and glucose. Lumbar puncture was not performed due to her general clinical condition and rapid deterioration.
Thirty minutes after admission she became deeply unconscious with Cheyne-Stokes respiration and a fixed dilated right pupil. There was no response to intravenous mannitol and dexamethasone. She was immediately transferred for a CT scan which showed a communicating hydrocephalus. She deteriorated rapidly and one hour later no brainstem reflexes could be obtained. She died two days later on a ventilator.
Postmortem and pathology findings Central nervous system: Meninges were tense, thickened and opaque with purulent fluid predominantly over the basal surface of the brain. There was also herniation of the cerebellar tonsils and widespread thrombosis of all the arteries of the circle of Willis as well as basilar and vertebral arteries. The ventricles were dilated and contained purulent fluid; there was associated destruction of the corpus callosum. Histology showed dense inflammatory thickening of the meninges with numerous gram-positive cocci, perivascular extension of the inflammation into the cortical grey matter, periventriculitis and early demyelination in the walls of the lateral ventricles and in the disrupted corpus callosum.. Lumbar spine: The body of L5 was largely destroyed by septic necrosis with sinus formation and extension anteriorly to form bilateral psoas abcesses. Histology showed replacement of the marrow by a mixed inflammatory infiltrate of polymorphs, plasma cells and early granulation tissue, but little evidence of dead or remodelled bone. Other findings: There was mild left ventricular hypertrophy, small renal cortical ischaemic scars with histological evidence of benign hypertensive nephrosclerosis but no changes of malignant hypertension. There were left upper lobe peripheral small pulmonary emboli with a small area of infarction. The spleen was very soft suggesting septicaemia. Bacteriology; Heavy growth of Streptococcus pneumoniae was isolated from cerebrospinal fluid and meninges and moderate growth from the bone sinus and psoas abcesses. No significant organisms were isolated from urine, ureters or bronchial swabs.
Discussion
Pyogenic non-tuberculous spinal osteomyelitis is a rare condition with an annual incidence of 1:250 000 in the UK1; it accounts for only about 1% of all cases of osteomyelitis'', However, it is one of the few easily treatable causes of back pain and failure to diagnose it can have disastrous consequences.
Staphylococcus aureus is responsible in 50% of the cases and Escherichia coli and Proteus species account for most of the remainder. Haemolytic and non-haemolytic streptococci, Salmonella typhi and S. paratyphi, Brucella, Treponema pallidum, Eikenella corrodens, Pseudomonas aeruginosa and Strep. pneumoniae are occasionally responsible.
Although urinary sepsis, often associated with instrumentation, is the most frequent predisposing factor, virtually any infection can give rise to spinal osteomyelitis. In their study, Digby and Kersley2 found the cervical spine affected in 13%, the thoracic spine in 35% and the lumbar spine in 52%. Where the primary focus was not associated with urinary tract, the lumbar spine was the most commonly involved site. 0141-0768/88/ 010051-021$02.00/0 © 1988
The Royal Society of Medicine Complications of pyogenic osteomyelitis include subluxation of the atlanto-axial joint, clinical abscesses, paraplegia and respiratory infection, and depend to a large extent on the site in the spine.
Rapidly progressing fatal basal meningitis complicating pneumococcal lumbar osteomyelitis is an extremely rare event, and to our knowledge no such report has been published in the English speaking literature in the last 15 years. 
Meeting reports

Occupationally related musculoskeletal disorders of the upper limb in industry
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Other terms for these conditions are 'overuse injury', 'stress injury' and 'repetitive strain injury' (RS!), which is now the fashionable term for a collection of disorders of the upper limb which include tendinitis, tenosynovitis, carpal tunnel syndrome, tennis elbow, de Quervain, bursitis and several ill-defined conditions, probably largely psychosomatic.
These conditions are stated to have increased greatly in frequency and have reached almost epidemic proportions in Australia 1 ,2 and the United States, leading to countless compensation claims and the disbursement of vast sums of money. In the UK they already promise to become a commoner occupational hazard than 'eye strain' and other ergonomic effects of visual display terminals or VDUs, the most recent modern occupational hazard.
The only common factor of this 'omnium gatherum' of conditions is the alleged aetiology, i.e, repetitive strain, so that cases will present with widely varying pathology or no pathology at all that can be demonstrated clinically. An excellent review of some of these conditions by Mr B Helal appeared recently in this journal", Certainly the differential diagnosis must include genuine but rare organic syndromes like reflex dystrophy (Sudeck's atrophy)'.
A systematic study of RSI is being undertaken by the Industrial Ergonomics Unit of the University of Birmingham, which admits in its appeal brochure 'a fundamental lack of knowledge of the nature and causation of RSI -and that the significance of the repetitive element is not clear at present'. Many agencies are 'concerned at the apparent increase of RSI in recent years'.
The revised rules for industrial injury benefit in the UK5 prescribe diseases A8 'tendinitis and tenosynovitis' and A4 'cramp of the hand and forearm due to repetitive movements' as eligible for disablement benefit. Cramp is a symptom which may not be associated with any objective physical signs such as muscle tenderness or pain on resisted movement. The contribution of occupational repetitive strain to its production is also frequently difficult to establish.
The DHSS has until now refrained from including back strain and chronic bronchitis among prescribed diseases precisely because of the difficulty of differentiating occupational from non-occupational causes. Yet it must be expected that similar problems of diagnosis will arise with this symptom complex, which depends entirely on the occupational history. Furthermore, actions at common law against employers who fail to provide a 'safe system of work' do not even require prescription to support a claim for compensation.
Ferguson! in Australia, who has wide experience of these conditions, writes that 'the majority of cases of RSI are not localised syndromes but a more diffuse disorder, apparently of muscles.' He concludes that 'there is as yet no significant analytical study which supports the contention ... that it is produced by repetitive resisted movement'. In the same journal it is shown that in New South Wales alone the number of claims has risen from 605 in 1970-71 to 1499 in 1981-82. Brown et al. 2 state: 'although ill-defined muscle aching is extraordinarily prevalent, little is known of its aetiology, pathogenesis and pathology, nor ... why it appears to persist despite prolonged rest of the affected part'.
At the February 1987 meeting of the Section of Occupational Medicine, the Section President, Dr C White, reminded the audience that the doyen of occupational medicine, Ramazzini'', had already in 1713 described muscle strain in bakers and woodworkers, and in 1832 'I'hackrah? mentioned writer's cramp and muscle strain in wiredrawers.
Mr J Quigley, Health & Safety Officer of the General, Municipal, Boilermakers and Allied Trades Union, demonstrated a pamphlet issued to its members" which gives details of symptoms of tenosynovitis and RSI and guidance on how to report and claim compensation. He said the Union blames the increased tempo of work, single-task jobs, and the pacing of jobs by mechanization and automation for the apparent increase in the incidence of these conditions. Suggestions for prevention include job rotation, varying the type of job, the avoidance of rigorous repetitive tasks, goodtraining and retraining after absence from work, as well as the teaching of correct posture and regular rest periods. But even a cooperative effort of management and unions together
